Online Supplement 10 . What are our responsibilities to the workforce? Workers lives may be at risk, and workers must feel that the organizations will support them.
11. How do we get clinicians engaged in the responses for planning, responding, and initiating (eg may be institutional competition or rivalries, lack of familiarity with each other, or other institutional issues that inhibit collaboration)? The searches and search results are noted below.
There were a total of 515 articles identified from the searches, and 75 were ultimately identified and pulled.
There were no articles found that were felt to provide significant high-grade data addressing the key questions.
Of note, we had originally intended to look at Burn and Neonatology Systems, too but did not have the necessary task force resources to complete this. 
TRAUMA CENTERS/SYSTEMS LIMITS & EXCLUSIONS -
Omitted military or war-related burns;
Included trauma centers, rural trauma systems/centers, level I-III 
Scopus
({trauma system} OR {trauma center}) AND (personnel OR manpower OR supplies OR "organizational structure" OR facility OR facilities OR compensate* OR payment) = 120
("trauma center" OR "trauma system") AND (personnel OR manpower OR supplies OR "organizational structure" OR facility OR facilities OR compensate* OR payment)
Accessing the Full-Text of Articles:
To access the full-text of these articles, there is a hyperlink back to the record in the database from which it was originally retrieved (eg, Scopus or PubMed). If your institution has a license to Scopus, you will be able to see the abstract and record. Online Supplement
To access the full-text of these articles, when you click on the links below, you will be brought to the record in the original database for which the record was retrieved (e.g., PubMed or Scopus). To get the full-text, you will need to determine if your institution's library has established a button to access the fulltext. 
Notes

Trauma Systems
Highly effective trauma systems require financial support, strong leadership with physician commitment, and with close collaboration between trauma system leaders, hospitals, emergency medical services, and government (see table 2 ). [1] [2] [3] [4] [5] Trauma system leaders facilitate teamwork among specialists, promote effective communication across the system, engage others in training and simulation, and are motivated by program quality data, especially mortality, with increasing focus on integration of best practices and functional level outcomes. 6, 7 Hospitals are categorized based on acuity level of trauma care they provide, engage pre-hospital EMS personnel in development of training and triage protocols as an integral part of getting the right patient to the right place at the right time. 1, 3 Linkage of emergency medical data and trauma center outcomes through development of trauma registries is essential to monitoring trauma system quality and outcomes.
Online Supplement
As an example, effective response in the Boston Marathon bombings in 2013 was the product of repeated drills including simulation and communication among disciplines providing initial care including EMS, the ER, and trauma surgeons. 
24-27
Technology itself offers important value, but it is the culture of collaboration that is responsible for improved quality of patient care, an especially important factor given the cost of these programs. 24, 28, 29 Published data demonstrate improved outcomes after telemedicine ICU implementation, including decreased ICU and hospital mortality and LOS, and improved adherence to ICU best practices (Table   2) . 23, [30] [31] [32] [33] [34] Not all data support telemedicine ICU related success. 35, 36 To encourage clinician engagement during implementation, some programs offer options to choose involvement on a limited basis or not at all, an important consideration in these non-beneficial outcomes. 35, 36 Simulation disaster models demonstrate the valuable potential of a telemedicine hub to improve situational awareness, assistance in field triage, augmentation of surge capacity, enhanced planning, and in delivery of post-event support. 37 Telemedicine shows great promise for getting information to distant specialists and rapidly returning this expertise to onsite caregivers, and will increase as the technology evolves and is increasingly integrated into routine care. Online Supplement
The Renal Disaster Relief Task Force (RDRTF)
The RDRTF is an organization that provides international aid for patients with acute kidney injury-related crush syndrome resulting from mass disasters, and includes the provision of advice, sending supplies, urgently deploying clinician and technical specialists linked with resources and capital to provide nephrology expertise in disaster affected countries in conjunction with Medecins Sans Frontieres. [40] [41] [42] (see   table 2 )
They have successfully intervened 23 times since 1997. 43 The most effective intervention was after the Marmara earthquake (1999), where the RDRTF arrived within 22 hours, treated 639 crush syndrome patients, and dialyzed 477 of them with a mortality of only 15.2%, and a ratio of 27.3 dialyzed per 1000
deaths. 44 Success factors included effective leadership, local physicians' awareness about crush syndrome management, and geographic location, which facilitated rapid movement of patients to safer regions for dialysis, and proximity to Europe for rapid shipment of equipment, supplies and volunteers. Real-time data collection during this intervention has contributed to ongoing advances in the field.
In contrast, the intervention in the Kashmir earthquake in 2005 dialyzed only 55 patients with a ratio of 0.8 dialyzed per 1000 deaths. 45 Major impediments included difficulties in transportation of resuscitation fluid to remote affected areas, which delayed institution of preventive measures, and difficulties in timely transportation of crush victims to the RDRTF dialysis facility in Islamabad. Additionally, initial local projections of need for dialysis were underestimated, shipments of supplies were delayed by transportation time and customs, and local regulations prohibited the use of second-hand parts for dialysis machines. These factors contributed to reducing the effectiveness of the intervention and increasing mortality.
Key areas for improvement identified from the Kashmir experience include: improved transportation of patients, personnel, and supplies, by potentially utilizing military and other organizations; communication with local key people to gain early accurate information; awareness of relevant local regulations to preempt foreseeable delays; and ongoing education of medical and emergency personnel regarding crushsyndrome and its prevention and management through local continuing medical education.
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Online Supplement Better trauma care for patients, demonstrable based on program data.
Outreach and education available from trauma outreach programs.
Integrated support for the patient and family beginning with initial injury through the rehabilitation process.
For rural or lower level trauma centers, patients and families, there is potential to maintain patients in their home community, rather than transfer outside the immediate residential area. 
